Purpose: Inadvertent perioperative hypothermia is a significant problem for surgical patients globally, and is associated with many detrimental side-effects. Despite the availability of rigorously developed international evidence-based guidelines for prevention, a high incidence of this complication persists. This qualitative study aims to identify and examine the domains which act as barriers and enablers to perioperative hypothermia prevention practices, from the perspectives of the key healthcare professionals involved with perioperative temperature management. Methods: A qualitative study employing semi-structured interviews was utilized. A purposive sample of key stakeholders involved in perioperative temperature management, including perioperative nurses, anesthetists, surgeons, and perioperative managers, were recruited via email. The interview guide was developed in reference to the Theoretical Domains Framework. All interviews were recorded, de-identified, transcribed, and coded. Belief statements were generated within each domain, and a frequency score generated for each belief. Finally, the domains were mapped to the COM-B model of the Behavior Change Wheel to develop recommendations for future interventions. Results: Twelve participants were included including eight nurses, two surgeons, and two anesthetists. Eleven key theoretical domains that influence the uptake of perioperative hypothermia practices were identified: knowledge; skills; social/professional role and identity; beliefs about capabilities; optimism; beliefs about consequences; reinforcement; goals; memory, attention, and decision processes; environmental context and resources; social influence. Suggested intervention strategies include training, reminder systems, audit, and feedback, organizational support to resolve lack of control of ambient temperature, as well as provision of accurate temperature measurement devices. Conclusion: Future interventions to address the key behavioral domains and improve perioperative hypothermia prevention need to be evaluated in the context of feasibility, effectiveness, safety, acceptability, and cost by the target users. All suggested intervention strategies need to take a team-based, multi-modal approach, as this is most likely to facilitate improvements in perioperative hypothermia prevention.
Introduction tent perioperative hypothermia, a significant variation in practice remains, and high rates of perioperative hypothermia persist.
Safe perioperative care, including thermal care, requires collaboration between, and is the responsibility of, all members of the perioperative team -medical, nonnursing, and nursing -with management support also vital. Yet, the perioperative department has been -up until recently -under-investigated in relation to barriers and enablers to implementation of best practice guidelines. 14 As well as recent guidelines, 11 a collaboratively developed intervention bundle, based on evidence-based recommendations, has also been published in Australia, 15 but did not result in a reduction of the incidence of perioperative hypothermia or specifically examine the barriers and enablers to uptake of recommendations. Implementation of care that aligns with evidence-based recommendations and bundles for perioperative hypothermia prevention may require understanding the barriers and enablers to changing behavior of multidisciplinary teams, and across multiple phases of the perioperative pathway. In addition, the level of change required to comply with guidelines and improve thermal care will depend upon the baseline level of thermal care already provided by healthcare facilities, as well as the level of adoption. Therefore, a pragmatic decision was made to identify the barriers and enablers to implementation using the Theoretical Domains Framework (TDF). 17 A recent investigation utilized the TDF to identify factors that Canadian anesthetists perceived to influence perioperative temperature measurement (one component of perioperative hypothermia prevention). 16 However, our study acknowledges the input that the wider perioperative team have in providing adequate thermal care, and investigates the wider domain of care that encompasses perioperative hypothermia prevention, rather than just temperature measurement alone. The TDF is an overarching framework integrating a range of behavior change theories, 17, 18 and has been used to examine uptake of evidence in a variety of clinical settings. 16, [19] [20] [21] [22] As extensively described in the literature, the framework includes 14 domains: 1) knowledge, 2) skills, 3) social/professional role and identify, 4) beliefs about capabilities, 5) optimism, 6) beliefs about consequences, 7) reinforcement, 8) intentions, 9) goals, 10) memory, attention, and decision processes, 11) environmental context and resources, 12) social influences, 13) emotion, and 14) behavioral regulation. 18 The TDF, as part of the Behavior Change Wheel (BCW), guides a process for developing interventions and policy that specifically target deficits in three identified essential behavior change conditions: capability, opportunity, and motivation (referred to as the COM-B system). 23 This taxonomy has been applied to inform the development of interventions and policies to improve delivery of healthcare in a variety of clinical settings. 20 The TDF domains underpin the components of the COM-B system. In our study, the application of both the TDF and COM-B model assists us to develop intervention strategies to specifically target clinician-identified deficits in capability, opportunity, and motivation that influence perioperative hypothermia prevention. Therefore, this qualitative study aims to specifically examine the barriers and enablers that influence the uptake of temperature management practices to prevent perioperative hypothermia, from the perspectives of the key stakeholders involved with perioperative hypothermia prevention. Furthermore, the study aims to utilize the BCW to develop potential interventions to improve the implementation of perioperative hypothermia prevention.
Methods Aim
This study aimed to investigate the barriers and enablers that influence the uptake of perioperative temperature management from multiple perspectives, namely, perioperative nurses, non-nursing or medical perioperative staff, anesthetic staff, surgical staff, and perioperative managers. Second, the study aimed to develop a potential intervention to improve implementation of perioperative hypothermia prevention practices.
Design
A qualitative study design employing semi-structured interviews based on the TDF 17 was used to explore enablers and barriers that influence perioperative temperature management amongst perioperative clinical staff. In addition, the COM-B model was utilized to assist in the development of potential intervention strategies to improve perioperative hypothermia prevention. 23 Setting, sample, and recruitment
Participants were recruited at a metropolitan, tertiary hospital in Brisbane, Australia. A purposive sample of key stakeholders involved in perioperative temperature management, including perioperative nurses, non-nursing or medical perioperative staff, anesthetic staff, surgical staff, and perioperative managers, were invited to participate via email. The study was also advertised via poster in the perioperative department. Informed consent was sought from individuals interested in participating. Low-risk ethical approval was obtained, prior to commencement, from the hospital human research ethics committee (HREC), and administrative approval was gained from the university HREC.
Data collection
Individual semi-structured interviews were conducted utilizing an interview guide based on the TDF, 17 with the intention of exploring the healthcare professional's perspectives of perioperative hypothermia prevention practices. The interviews were conducted in a quiet interview room within the perioperative department, and at a time that suited the participant. Each question was developed to address each of the 14 theoretical domains, based on the literature and with input from a panel of experts (qualitative researcher, anesthetist, surgeon, perioperative nurse). However, unprompted issues were also explored during the interviews. Two researchers conducted all interviews (JM, AD), which were recorded, transcribed, and de-identified. Demographic data, including position, gender, number of years of experience, and duration of interview were collected at interview. Data saturation was assessed using the approach proposed by Francis et al, 24 whereby no further interviews were conducted once no new information was observed to emerge.
Data analysis
After transcription, two independent coders (JM, AD) analysed the textual data and assigned them into the 14 TDF domains. After data from two initial interviews was coded in this way, the coding was reviewed to establish a coding strategy for use with all remaining interview data. Discrepancies between reviewers were resolved via discussion. Second, thematic analysis was utilized to generate belief statements across the domains. The third coder (SK) reviewed the data analysis at this stage, followed by an expert in utilizing the TDF (GF). The identification of key domains likely to influence the implementation of perioperative hypothermia prevention was determined as per the three-pronged process utilized by Patey et al: 19, 25 the frequency of beliefs across the 12 interviews; the presence of conflicting beliefs within domains; perceived strength of the belief influencing the relevant behavior. 19, 25 Finally, the TDF domains were mapped to the capability (C), opportunity (O), and motivation (M) components, which form the "hub" of the BCW. 23 Within each component, further subcomponents were considered (Capability: psychological, physical; Opportunity: social, physical; Motivation: reflective, automatic (see Table 3 ), 23 
Key domains
Eleven theoretical domains were identified as relevant to the implementation of perioperative hypothermia prevention across interviews with the multidisciplinary participants: knowledge; skills; social/professional role and identity; beliefs about capabilities; optimism; beliefs about consequences; reinforcement; goals; memory, attention, and decision processes; environmental context and resources; and social influence (see Table 1 ). It was evident that both nursing and medical participants were unsure as to the existence of guidelines for prevention of perioperative hypothermia (Knowledge). Some participants expressed that they did not know of any, whilst others expressed a belief that they must be in existence, although they could not identify them. The existence of the UK-based National Institute for Health and Care Excellence guidelines was recognized, but whether Australian guidelines were in existence was a source of confusion. 1 Although prevention of the condition was recognized as important (Goals), a general lack of knowledge regarding the condition was evident and recognized by the individual participants, both in relation to their own knowledge, but also that of their colleagues (Knowledge). Whilst anesthetists in this study were confident in their knowledge of the condition, surgeons interviewed were noted to be less so. Nurses with greater years of experience in the speciality expressed a greater knowledge of the condition. Nursing participants noted that those who felt they had formal knowledge of the condition, including the characteristics and preventative strategies, had acquired this via extra study, attendance at conference workshops, and/or further education. The need for further education on the condition was widely cited across the participant groups, expressed both as a need by individuals themselves, but also as a strategy for colleagues to improve their knowledge of the condition (Knowledge). The practice of monitoring the patient was consistently identified as being highly important in perioperative hypothermia prevention, by all stakeholders (Skills). This included ensuring a baseline temperature was recorded. While no concerns over possessing the skill to monitor temperature were expressed, and the availability of devices to monitor temperature was not reported as a barrier, concerns were reported over the accuracy of available devices (Environmental Context and Resources), especially by anesthetic and PACU nursing participants. Furthermore, the inability to control ambient temperature was acknowledged across participant groups as being an environmental factor that impacts upon the ability to manage perioperative hypothermia. Although it was felt that that concrete resources, in terms of devices and monitors, were available, it was identified that checklists, documentation, and guidelines would facilitate the implementation of practices to prevent perioperative hypothermia.
Discrepancies were evident in participants' perceptions of whom is ultimately responsible for perioperative hypothermia prevention. Whilst participants widely expressed they believed this was a team effort, and that all healthcare practitioners involved in the care of the perioperative patients should take responsibility for prevention, the central position of the anesthetist in temperature-related decision-making was emphasized (Social/ Professional Role and Identity). This was particularly so in relation to intraoperative monitoring, where it was felt that the anesthetist is in charge of this, so other team members have less of a role at this stage. In particular, the lesser involvement of scrub scout nurses was highlighted by both scrub scout nurses themselves, as well as the participating anesthetists. A perceived inability or lessened capacity to contribute to hypothermia prevention was evident in the beliefs of scrub scout nurses in this respect (Professional Role and Identity).
To some degree, the prevention of perioperative hypothermia was identified as being achievable. However, it was also recognized that barriers persist in prevention, and that prevention is hindered by factors outside of the perioperative healthcare practitioners' control (Beliefs about capabilities). In this regard, it was recognized that the patients' health status and outcomes (including temperature) at each stage of the perioperative pathway are influenced by the preceding stage. Role and Identity I believe it is the responsibility of everyone in the operating room (including surgeons and nurses) to manage the patient's temperature* Every practitioner that sees the patient along their entire stay (is responsible for monitoring, managing and preventing perioperative hypothermia). (PN12) Uh I will just take you know, the usual, team effort approach. (S9) So, I think it is a multi-disciplinary responsibility, so it is surgeons, anesthetists, unit managers, educators, staff, all of those, yes. (8CF)
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It is predominantly the anesthetists' responsibility to manage the patient's temperature* Well, intraoperatively it's the anesthetist, overall that's a harder question to answer because the anesthetist has no control over many things outside the operating theater but I think at the end of the day it's our role to keep all physiological variables as normal as we can and that's one of them. (A2) Well I think the anesthetist has the primary role, the main role. Because we need to have a leadership role in theater to start off with. Obviously if the perioperative nurses and anesthetic technicians have a proactive attitude to it, it helps us but I would be taking the responsibility for the outcomes of the patients so, if they became hypothermic or had a complication, I would take that personally as my responsibility. (A11) Well the anesthetist is the one in the theater that is looking after that because they have the monitors there and they are able to tell us, and they're monitoring the patients' vitals and they can see that. They've also got the temperature probes, so they are basically taking on that responsibility and we can only assist them at that time, but once in recovery it's the anesthetic, the recovery nurses and the team that have to monitor and keep the patients warm. (SS5)
It is not a scrub scout nurses' responsibility to manage the patients' temperature That's not part of my role as a scrub/scout, I mean it is but its' not my primary sort of thing, that is usually anesthetics or the anesthetist and stuff, but . and piece of paper ready to go and that kind of triggers me to do it and record it straight away when the patient comes out. (PN1) Um, so I guess rituals would be from the start when I get the patient I always get them a warm blanket, I give it to them to hold, um, as we walk down to the induction room, and then when we are in the induction room I'll get them onto the trolley, the blanket goes on and then the dressing gown goes over it and then for monitoring, I always put the temperature probe um, there's a little um, tray on the anesthetic machine where all the airway devices are and I have one underneath with the top blue part showing so it's like a trigger for me to see it to get it, yeah. (AN6)
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Paying attention to keeping the patient covered is very important Ok, um, so, first of all is keeping the patient warm and covered, um, not necessarily always by a warm blanket, like in the induction room, but just so they don't um, radiate the heat, then we intraoperatively, you know, have bair huggers, warm fluids, um, for a lot of joints um if the bottom of the patient is exposed we wrap their head in a blanket or a towel, yeah, and using our monitoring as well obviously. (AN6) Participants recognized that they may have little control over the actions taken in the preceding stage that may result in patients in their care already having experienced temperature decline. For example, an anesthetic nursing staff participant noted that the practices of preoperative staff (including whether patients lost heat in the waiting area) influenced whether the patient was hypothermic in the anesthetic phase of care. The impact of surgical factors that directly influence temperature decline and which may, or may not, be controlled for were also highlighted, in particular by the anesthetic medical participants (Beliefs about capabilities). Nonetheless, and conversely, a sense of optimism prevailed in that participants believed the department was doing well in the prevention of perioperative hypothermia, and that colleagues were motivated to prevent the condition (Optimism). The recognition that perioperative hypothermia would result in adverse patient outcomes was widespread across the participants, however anesthetic medical staff were most able to specifically identify associated outcomes. It was evident that some nursing participants understood that the condition was detrimental, yet were unable to communicate further as to the specific, adverse associated outcomes. It was also expressed that both medical and nursing participants felt that the outcomes extended beyond the realm of care that they were directly associated with, and that they were not aware of the adverse outcomes as they did not see them in their phase of care (Beliefs about consequences). This also meant that they did not see the positive aspects of the preventative care that they may have enacted. It was felt that reporting of the adverse consequences associated with perioperative hypothermia would act as an incentive for healthcare professionals to improve their preventative practices -as would reporting of the positive outcomes that might arise from proactive preventative care (Reinforcement).
Although it was widely agreed that perioperative hypothermia prevention is important, it was also clear that other goals were seen as more important in the "hierarchy of needs" -acknowledging the acute nature of surgical care -and, therefore, hypothermia prevention practices can shift down the list of priorities within the perioperative department (Goals). Whilst it is important, all participant groups noted that other clinical issues can affect the attention that is paid to keeping patients warm and implementing temperature monitoring (Memory, Attention, and Decision Processes), acknowledging that their individual attention to prevention can sometimes be improved. The existence of individual rituals or routines to serve as a reminder to implement preventative practices (such as the application of a warming blanket, or monitoring of temperature) were reported, particularly by anesthetic and PACU nurses. Some participants also felt they regularly reminded colleagues to enact practices to prevent heat loss, including reminders of the importance of keeping patients covered as much as possible. All participants highlighted the impact that other team members had on either supporting or impeding their perioperative hypothermia prevention practices (Social Influences). The assertion that most colleagues are supportive appears to align with the optimism expressed by some participants, however others expressed a conflicting belief that resistance to implementation of preventative practice (particularly warming) was experienced. Reluctance of surgeons in relation to application of forced air warming, particularly in the orthopedic speciality, was reported by anesthetists, however not by surgeons themselves. Nonetheless, the importance of social influence was evident across all stakeholder groups.
Domains reported as less relevant
Three domains were assessed as less relevant; intention; emotion; and behavioral regulation (see Table 2 ). Intention to implement perioperative hypothermia prevention practices was evident in four of the 12 interviews, and in these interviews individual intention to implement, as well as the perception of team members' intention, was reported. Across the multidisciplinary team, it was reported that strong emotions were not associated with perioperative hypothermia prevention, however one nursing participant expressed a strong motivation (Emotion). The perceived need to regulate behavior was not identified across the interviews (Behavioral Regulation): in those interviews where beliefs relevant to this domain were evident, a need for planning to implement prevention practices was expressed.
Mapping to COM-B model and identification of potential intervention strategies
The strategies likely to improve the implementation of perioperative hypothermia prevention identified via mapping to the COM-B model and BCTs are audit and feedback, reminders and prompts, education (including information delivered by a "high status" healthcare professional), the use of an identified "champion" to drive improvements, care pathways, and monthly agreed goal setting (see Table S3 ). The restriction intervention label has no corresponding BCT. The identified issues regarding the accuracy of available temperature monitoring devices in the department appears to correspond to this category as a factor which limits implementation of perioperative hypothermia (and is worthy of attention), but which is not related to behavior.
Discussion
This study is, to our knowledge, the first that explores the barriers and enablers to perioperative hypothermia prevention from the perspective of key healthcare professionals across the perioperative department. Furthermore, a strength of this study is the generation of an understanding of the behaviors influencing perioperative hypothermia prevention via the use of the TDF as a theory-driven approach. This enabled us to identify 11 key theoretical domains of behavior that influence the uptake of perioperative hypothermia practices: knowledge; skills; social/ professional role and identity; beliefs about capabilities; optimism; beliefs about consequences; reinforcement; goals; memory, attention, and decision processes; environmental context and resources; and social influence. 17, 18 Consideration of these domains alongside the BCW has allowed for identification of suggested intervention strategies to improve uptake of key perioperative hypothermia prevention activities in clinical practice, including temperature measurement and implementation of warming strategies. , and it is also worth noting that just a few months after data collection (in May 2018) the Australian College of Perioperative Nurses (ACORN) published the first nurse-led guidance on the topic. 11 The lack of familiarity with perioperative hypothermia guidelines found in this study mirrors previous findings that anesthetists are unfamiliar with temperature measurement guidelines, 16 and that nursing knowledge of hypothermia is lacking. [30] [31] [32] While the development of the ACORN Standard 11 represents progress in regards to perioperative hypothermia prevention in Australia, it is important to recognize that this is a nursing-focused guideline, and the propensity for acceptance of this new, nursing-led guidance by medical perioperative staff cannot be predicted. The provision of perioperative hypothermia guidance in the Australian medical perioperative field, in addition to the clinical audit tool, 28 would be a valuable next step: the ability for guideline developers in both the nursing and medical fields to work together, to ensure that both nursing and medical-led perioperative hypothermia guidelines are congruent, can be seen as vital.
Another clear finding from this study was participants' self-identified lack of knowledge, and a need for education regarding perioperative hypothermia in terms of the etiology of the condition itself, but also in regards to best practice recommendations for prevention. While both nursing and medical participants recognized that perioperative hypothermia was detrimental, depth of understanding of the physiology, and associated outcomes of the condition was variable. This was particularly an issue for the less experienced nursing staff, with some confusion of the difference between perioperative hypothermia and malignant hyperthermia -very different conditions -evident. Those nursing staff who expressed a greater confidence in their understanding felt they had gained this through either formal study or attending extra education external to the institution; however, even experienced nurses voiced a desire for additional education on the condition itself and prevention, which is reflective of findings from earlier research that even experienced perioperative nurses experienced knowledge deficits regarding the definitions of hypothermia and normothermia. 30 This finding also supports the assertion of researchers who have evaluated nursing knowledge of hypothermia, that there is a need for ongoing education regarding perioperative hypothermia temperature cut-offs and temperature values. 31 Based on the findings of this and other studies, it seems sensible that perioperative hypothermia prevention education should be made available to all members of the perioperative multidisciplinary team. 32 While, on one hand, it was acknowledged by all participants that prevention of perioperative hypothermia is a team responsibility, conversely, the belief that the anesthetist should assume ultimate responsibility was also clearly expressed -a responsibility which the anesthetists in Boet et al's 16 study also identified. This appeared to be a role that the anesthetist participants were accepting of to a degree; however it was also acknowledged that, outside of the operating theatre itself, it is less easy for anesthetists to influence factors that can contribute to heat loss. For instance, in PACU, it was noted that it is clearly the PACU nurses' role to monitor patients and manage hypothermia. The input of multidisciplinary staff at every point of the multi-staged perioperative pathway was acknowledged, as was the influence that care at each point can have on temperature decline in the next stage. In this regard, the impact that other team members, including at preceding stages of care, can have on individuals' hypothermia prevention practices was recognized as both a detrimental and/or facilitative factor. Therefore, any initiatives aiming to improve perioperative hypothermia need to target practice at each stage, and all multidisciplinary groups involved with the care of patients in the perioperative area. This may serve to improve team cohesion in prevention across the perioperative pathway. This assertion is supported by earlier initiatives which have sought to facilitate implementation of guidelines to improve prevention of perioperative hypothermia and found that multidisciplinary buy-in to any initiative addressing perioperative temperature management practices is vital. 7 Previous studies have also found, amongst anesthetists, a lack of importance attached to perioperative temperature monitoring. 33, 34 As regular and consistent temperature monitoring is a cornerstone of perioperative hypothermia prevention, this highlights the importance of prevention not relying upon the actions of one professional group. The importance of preventing perioperative hypothermia was recognized across all participant groups; however, the existence of conflicting priorities that impacted upon implementation of preventative activities was widely reported, which is congruent with existing reports in the literature. 30, 31 It was suggested that reminders to bring attention back to perioperative hypothermia would be valuable in this regard. Again, in the context of perioperative hypothermia prevention, it seems reasonable that a reminder system would need to target all multidisciplinary team members at key stages of the perioperative pathway. Arditi et al's 35 systematic review highlighted that, although (computerized) reminders alone are likely to improve compliance with guidelines themselves, the actual impact on patient outcomes remains uncertain. Consideration as to how reminders are delivered -whether these are computerized, paper-based, or via other means -is also required 35 in the context of perioperative hypothermia. While sufficient availability of equipment, in terms of adequate numbers of warming devices or monitoring devices, was identified by participants, environmental factors related to lack of control of air conditioning and ambient temperature, departmental layout, and accuracy of available temperature monitoring devices were highlighted as a barrier to implementing practices to prevent perioperative hypothermia. This lack of confidence in preventing the condition due to environmental influences -and social influences (as discussed above) -aligns with findings in previous research 16 that organizational and cultural context impacts upon practice. This is also reflected in the beliefs expressed by participants in our study that the ability to manage temperature is limited by factors beyond the individuals' control. This is unsurprising given that the call for reliable and accurate temperature measurement devices, and increased control over environmental factors such as ambient temperature, is widely noted in the existing literature. 30, 36, 37 Ensuring that accurate monitoring devices are available, and that the environmental conditions support prevention of heat loss can be considered prerequisites for perioperative hypothermia prevention. These factors cannot be attributed to behavioral influences in themselves, but can influence healthcare professionals' perception of capabilities to prevent hypothermia. Providing feedback to the team on patient outcomes specifically related to perioperative hypothermia and temperature measurement may facilitate improved practice via two mechanisms. Firstly, feedback on patient outcomes may assist those staff who identified a knowledge deficit in relation to the condition itself, and what the condition means for patient outcomes. Secondly, the nature of the perioperative area means that, in many instances, perioperative team members do not see the impact of their care beyond their immediate area. The use of audit and feedback has been suggested as a strategy for influencing perioperative hypothermia prevention practice, both in Australia 7, 38 and also in Canada where the use of benchmarked or ranked feedback against no feedback has been assessed, finding no difference in feedback versus no feedback. 39 Existing recommendations that audit and feedback interventions need to be carefully considered in conjunction with other interventions -balanced with cost -seem prudent. 40 Given the complex, multi-phased and multi-disciplinary nature of perioperative hypothermia prevention, it seems sensible that future interventions target all members of the perioperative team, 32 and that training initiatives should be team-based rather than purely targeted at an individual level. Such training initiatives should aim to improve baseline knowledge of the underlying condition (perioperative hypothermia) as well as the preventative strategies recommended by guidelines. Based on the findings of this and other studies, it seems that multimodal or bundled strategies 39 to improve implementation of perioperative hypothermia prevention need to be considered. The interventions suggested by this study, developed using the TDF and underpinned by the BCW, need to be assessed for affordability, practicality, effectiveness and costeffectiveness, acceptability, safety, and equity using the APEASE criteria proposed by Michie et al. 26 Input from the multidisciplinary perioperative team will be vital in the ultimate selection of these implementation strategies.
Strengths and limitations
While this study included nursing and medical team members, it did not include non-nursing or non-medical perioperative staff because no anesthetic or theatre technicians agreed to participate, despite efforts to recruit them. In particular, anesthetic technicians can be seen to have a role in preventing perioperative hypothermia, and so the absence of their perspectives in this study can be seen as a limitation. Even though anesthetic nurses (included in this study) and anesthetic technicians work to support the anesthetist interchangeably, there may be particular issues which are experienced by anesthetic technicians that are not recognized by nursing staff. In future studies, the inclusion of their perspectives would be valuable. It is also recognized that some participants expressed a particular interest in the topic of perioperative hypothermia, and, in this regard, there is potential that their beliefs are not representative of the wider perioperative team and those who did not elect to take part. It is also acknowledged that this study design assesses expressed beliefs, and does not assess practice or actions. This study was also conducted in one healthcare facility, and therefore generalizability to other healthcare facilities may be limited. However, a strength of this study is that it does appear to build on similar work conducted by Boet et al, 16 as previously discussed, in taking a multidisciplinary approach to the wider issue of perioperative hypothermia prevention, rather than temperature monitoring alone. Furthermore, the utilization of behavior change theories to develop the suggested interventions can also be considered a strength.
Conclusion
This study examined the barriers and enablers to perioperative hypothermia prevention, as perceived by the multidisciplinary team, eliciting a deeper understanding regarding perioperative temperature management practices. By utilizing the TDF, 11 theoretical domains that influence perioperative hypothermia prevention practices were identified and, by the application of behavior change theory, suggested intervention strategies were identified. Through the application of behavior change theories, the key components of provision of education specifically related to perioperative hypothermia prevention, reminders/prompts, and audit and feedback were identified. These strategies should target the entire multidisciplinary team involved at all stages of the perioperative pathway to facilitate a cohesive approach to perioperative hypothermia prevention. However, only future feasibility studies will determine the acceptability of these interventions in specific health contexts, by the target clinicians.
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